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ABSTRACT 


Aim: This article attempts to describethe peripheral ossifying fibroma of gingiva in a 40 year old male patient. 

Case Report: A 40 year old male patient presented with a growth which was lobulated, sessile, asymptomatic and firm in con¬ 
sistency. Histopathological picture shows hyperparakeratinized epithelium with long and slender rete ridges, with collagen fibre- 
sand chronic inflammatory cell infiltrate in connective tissue stroma, suggestive of Peripheral Ossifying Fibroma. 

Conclusion: Knowledge of the frequency and presentation of the most common oral lesions with its differential diagnosis is 
beneficial in developing an early clinical diagnosis of such lesions and its management in the primary stage with minimum surgi¬ 
cal intervention. 
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INTRODUCTION 

Oral mucosa is constantly subjected to external and internal 
stimuli and therefore presents with a spectrum of diseases 
that range from developmental, reactive, inflammatory and 
neoplastic. 1 ’ 2 ’ 3 These lesions present as either generalized 
or localized. Reactive lesions of the gingiva are clinically 
non-neoplastic nodular swellings that develop in response 
to chronic and recurrent tissue injury which stimulates an 
exuberant or excessive tissue response. 24 They may present 
as pyogenic granuloma, fibrous epulis, peripheral giant cell 
granuloma, fibroepithelial polyp, peripheral ossifying fi¬ 
broma, giant cell fibroma, and pregnancy epulis. Such re¬ 
active lesions are less commonly present in other intraoral 
sites such as cheek, tongue, palate and floor of the mouth but 
very frequently present in relation to the gingiva. 12 Clinical¬ 
ly, these reactive lesions often present diagnostic challenges 
because they appear similar. But they possess distinct histo¬ 
pathological features. 34 

Here we present a case of peripheral ossifying fibroma mani¬ 
festing as inflammatory hyperplasia rather than a true neo¬ 
plastic lesion of connective tissue origin. 


CASE REPORT 

A 40 year old male patient visited to the department of oral 
medicine and radiology with the chief complaint of growth 
in the lower front tooth region of jaw since 5 months. Patient 
gives history of growth which was smaller in size initially 
and gradually increased to the present size. He had difficulty 
while brushing and on mastication. Past dental history re¬ 
vealed he visited to the dentist 5 months back for the same 
complaint and underwent surgical excision. Patient again no¬ 
ticed small growth after 1 week of excision which gradually 
increased to the present size. Patient had habit of tobacco 
chewing 3-4 times/day 10 years back but he quit his habit 3 
years back. 

On intraoral examination a single lobulated growth was pre¬ 
sent on the attached gingiva in relation to 31,32,41 with ses¬ 
sile base. Extending superiorly 2 mm below the incisal edge 
of 31,41,42 to 2mm above the lower labial vestibule and from 
mesial of 32 tooth to mesial of 43 measuring about 2x3 cm 
in size. Overlying mucosa of the growth was, blanched supe¬ 
riorly while the inferior surface was erythematous.Indenta¬ 
tions of the 11,12,21 were seen on the superior surface of the 
growth. No visible surface pulsation, ulcerations, bleeding 
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was seen. On palpation growth was non-tender, firm in con¬ 
sistency and not fixed to the underlying tissue. Bleeding on 
probing was present. With the history and clinical examina¬ 
tion provisional diagnosis was given as Peripheral ossifying 
fibroma. (Figure 1,2) 

An intraoral periapical radiograph showing radiopacities 
suggestive of calcifications.(Figure 3) 

Haematological investigations were carried out, all the val¬ 
ues were within the normal limit. 

Excisional biopsy of the patient was carried out under lo¬ 
cal anaesthesia and excised specimen was sent for the histo- 
pathological examination. (Figure 4 ) 

Histopathologically the hematoxylin and eosin stained sec¬ 
tion revealed hyperparakeratinized stratified squamous epi¬ 
thelium with long and slender rete ridges. Connective tissue 
stroma showing dense collagen fibres with chronic inflam¬ 
matory cell infiltration. The overall features suggestive of 
Peripheral Ossifying Fibroma (Figure 5) 

The patient was followed after 15 days, and no recurrence 
was noticed. (Figure 6) 

DISCUSSION 

Fibrous growths of the oral soft tissues are fairly common and 
include a diverse group of reactive and neoplastic conditions. 
Tissue enlargement of the oral cavity often presents a diagnos¬ 
tic challenge because a diverse group of pathologic processes 
can produce such lesions. 5 ’ 67 They are categorized into four 
subgroups which includes pyogenic granuloma, peripheral os¬ 
sifying fibroma, peripheral giant cell granuloma and fibrous 
hyperplasia (Kfir et al). 10 Fibro epithelial hyperplasias are re¬ 
active/ inflammatory conditions and they give rise to variety 
of lesions named according to their clinical presentation. Most 
of these lesions arise on gingiva, reflecting universal presence 
of inflammation in the interdental papillae. 13 

Lesions are associated with local predisposing factor like 
mal-aligned teeth, ill-fitting restorations, calculus which 
prevent removal of bacterial plaque and indirectly induce 
inflammation. 211 It is interesting that most reactive hyper¬ 
plastic lesions occurred in the female gender with female to 
male ratio of 1.5:1. In a study carried out by Zarei et al and 
Aghbali et al they were more common in females (male to 
female ration of 1:1.8 and 1: 1.4).Reactive lesions of the gin¬ 
giva are clinically and histologically non-neoplastic nodular 
swellings that develop in response to chronic and recurrent 
tissue injury which stimulates an exuberant or excessive tis¬ 
sue response. 10 

Peripheral Ossifying Fibroma is a histological variant of fi¬ 
broma and a proliferative fibrous lesion of the gingival tissue 


that causes esthetic and functional problems which need to 
be evaluated and treated as early as possible. 4 

The clinical aspects of Peripheral Ossifying Fibroma with 
calcification and ossification are similar to pyogenic gran¬ 
uloma. Yehoshua Kfir et al in his clinicopathologic study 
conducted on 741 cases it has been proved that Peripheral 
Ossifying Fibroma with calcification and ossification affects 
more commonly young people and female. 1 

Daley et al suggested that the vascular component of pyo¬ 
genic granuloma is gradually replaced by fibrous tissue with 
time and hence, diagnosed as a fibrous hyperplasia or fibro¬ 
ma. 

Natheer Al- Rawi et al observed that fibrous hyperplasia on 
the gingiva not only have the same female gender prepon¬ 
derance but occur in the same age group and site as gingival 
pyogenic granuloma. An inference that fibrous hyperplasia 
represents a fibrous maturation of pyogenic granuloma es¬ 
pecially in lesions with long duration. Fibrous inflammatory 
hyperplasia may occur on any surface of the oral mucous 
membrane as either pedunculated or sessile growth. Lesions 
more than one cm in diameter are rare in cheeks, tongue and 
floor of the mouth because masticatory stresses restricts their 
size through necrosis and ulceration. 3 ’ 4 ’ 10 

Histopathologically, these lesions shows hyperplastic strati¬ 
fied squamous epithelium, thin finger like rete ridges extend 
into underlying connective tissue stroma which are fibrocel- 
lular. Chronic inflammatory cell infiltrate are seen. These le¬ 
sions are treated by complete local excision and removal of 
chronic irritant and low recurrence rate is expected. 12 ’ 5 


CONCLUSION 

Oral lesions are first detected by oral physicians. Knowledge 
of the frequency and presentation of the most common oral 
lesions with its differential diagnosis is beneficial in devel¬ 
oping an early clinical diagnosis of such lesions and its man¬ 
agement in the primary stage with minimum surgical inter¬ 
vention. Although there is female predominance the present 
case represents a rare reactive lesion in male. It is difficult to 
differentiate clinically between pyogenic granuloma, periph¬ 
eral ossifying fibroma, peripheral giant cell granuloma and 
fibrous hyperplasia. Hence a histopathological investigation 
is helpful to arrive at accurate diagnosis. 
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Figure 1 : A lobulated growth in relation to 31,41,42. 



Figure 2: Growth showing indentations of maxillary incisors. 



Figure 3: Intraoral Periapical X-ray showing the lesion. 
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Figure 4: Excised specimen. 



Figure 5: 10X H&E stained photomicrograph showing hyper- 
parakeratinized stratified squamousepithelium with long and 
slender rete ridges. 



Figure 6: Post-operative photograph after 15 days. 
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